
 
Lisa Stephan, Program Supervisor 
lisastephan@co.manitowoc.wi.us 

Cindy Busch, B-3 Teacher 
cindybusch@co.manitowoc.wi.us 

Dawn Crilly, B-3 Teacher 
dawncrilly@co.manitowoc.wi.us 

Jodie Reno, B-3 Teacher 
jodiereno@co.manitowoc.wi.us 

Sheila Sprang, B-3 Teacher 
sheilasprang@co.manitowoc.wi.us  

Lisa Reindl, B-3 Screener 
lisareindl@co.manitowoc.wi.us  
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Referred By:                                                                                                                                                      
  Name Date Agency Phone 

 

**** REQUIRED INFORMATION FOR REFERRAL**** 
 
Name of Child:                  
                         

Client CMHC #                  
 Last First MI  

 
Gender:     M  or   F Date of Birth:                
 
Race:   White   Black   Asian   Indian   Other           Hispanic   Yes  No 
 
Is an interpreter needed?  No    Yes    Language:                                                      

 
Mother:                                                           Father:                                                       

 
Address:                                                       Address:                                                       

 
                                                                                                                

 
Parent/Person child resides with:                                                                                                  
  
Address if different from above:                                                                                                         
  
Phone Numbers of parent(s)/guardian:                                                                                                    
 Home Work Cell 

 
Physician’s Name:                                                                    Phone:                                  

 
Reason(s) for this referral:  (Check all that apply) 
 

 Motor   Cognitive  Speech  Hearing  Neonatal Abstinance 
 Social-emotional  Sensory  Vision  CAPTA  Prematurity 
 Medical  Other 

                                  
Please provide more detail on the reason(s) marked for referral:                                                                                                                                    

 
Child’s Health Insurance Plan Name and Number                                                                                                                                     

SSN                                                                                                           Medicaid #                                                                                                        

 
MCHSD USE ONLY:    
Assigned to:                                                                          Date:                                                   Transfer to:                                                                          Date:                                                                     

 
  R62.50 & MA ID # in CMHC            4765 Added to CMHC           Recompute 
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Manitowoc County Human Services Department 
Main Office  926 S. 8th Street, P.O. Box 1177 

Manitowoc WI 54221-1177 
 Phone: 920.683.4230   Fax: 920.683.4902  TTY: 920.683.5168 

 

REFERRAL FOR SCREENING 
FOR BIRTH TO 3 PROGRAM 


